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7 Understanding Your Rights and 
Responsibilities as a Provider 

This chapter describes provider rights and responsibilities as mandated by the 
Alabama Medicaid Agency Administrative Code. The chapter contains the 
following sections: 

• Provider Responsibilities 

• Medicare/Medicaid Fraud and Abuse Policy 

• Refunds 

7.1 Provider Responsibilities 
Providers who agree to accept Medicaid payment must agree to do so for all 
medically necessary services rendered during a particular visit. For example, 
if pain management services are provided to Medicaid recipients during labor 
and delivery, (such as, epidurals or spinal anesthetic) these services are 
considered by Medicaid to be medically necessary when provided in 
accordance with accepted standards of medical care in the community. 
Medicaid covers these services. Providers may not bill Medicaid recipients 
they have accepted as patients for covered labor and delivery-related pain 
management services. 

Providers, including those under contract, must be aware of participation 
requirements that may be imposed due to managed care systems operating 
in the medical community. In those areas operating under a managed care 
system, services offered by providers may be limited to certain eligibility 
groups or certain geographic locations. 

This section describes provider responsibilities such as maintenance of 
provider information, retention of records, release of confidential information, 
compliance with federal legislation, billing recipients, and agreement to the 
certification statement described in the Alabama Medicaid Agency 
Administrative Code. 

7.1.1 Maintenance of Provider Information 
Providers must promptly advise the EDS Provider Enrollment Department in 
writing of changes in address (physical or accounting), telephone number, 
name, ownership status, tax ID, and any other information pertaining to the 
structure of the provider’s organization (for example, rendering providers). 
Failure to notify EDS of changes affects accurate processing and timely 
claims payment. 

Send change requests to EDS Provider Enrollment, P.O. Box 241685, 
Montgomery, AL 36124-1685. 
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7.1.2 Retention of Records 
The provider must maintain and retain all necessary records, Explanation of 
Payments (EOPs), and claims to fully document the services and supplies 
provided to a recipient with Medicaid coverage. These must be available, 
upon request, for full disclosure to the Alabama Medicaid Agency. The 
Alabama Medicaid Agency Administrative Code, Chapter 1, states the 
following: 

Alabama Medicaid providers will keep detailed records in 
Alabama, of such quality, sufficiency, and completeness 
except as provided in subparagraph (5) Rule No. 560-X-16-
.02, that will fully disclose the extent and cost of services, 
equipment, or supplies furnished eligible recipients. These 
records will be retained for a period of three (3) years plus the 
current year. 

In the event of ongoing audits, litigation, or investigation, records must be 
retained until resolution of the ongoing action. 

The provider must be able to provide, upon request and at no charge to 
Medicaid, related state or federal agencies, or the Alabama Medicaid fiscal 
agent, EDS, original records. These records may include, but are not limited 
to, documents relating to diagnostic tests, treatment, service, laboratory 
results, and x-rays. 

Providers will make all such records available for inspection and audit by 
authorized representatives of the Secretary of Health and Human Services, 
the Alabama Medicaid Agency, and other agencies of the State of Alabama. 
Provider records and operating facilities shall be made available for inspection 
during normal business hours. 

Providers participating in the Alabama Medicaid program shall make 
available, free of charge, within ten (10) days, the necessary records and 
information to Medicaid investigators, members of the Attorney General's 
staff, or other designated Medicaid representatives who, in the course of 
conducting reviews or investigations, have need of such documentation to 
determine fraud, abuse, and/or other deliberate misuse of the Medicaid 
program. Depending on the number of records requested, Medicaid may 
provide a reasonable extension. 

Failure to supply requested records might result in recoupment of the paid 
claims in question and additional action as deemed necessary by Medicaid 
including referral to law enforcement agencies.  

Information pertaining to a patient's charges or care may be released only as 
directed by the Medicaid Regulations (see the Alabama Medicaid Agency 
Administrative Code, Chapter 20, for information pertaining to Third Party). 

7-2 April 2007 



Understanding Your Rights and Responsibilities as a Provider 7 

7.1.3 Release of Confidential Information 
Information about the diagnosis, evaluation, or treatment of a recipient with 
Medicaid coverage by a person licensed or certified to perform the diagnosis, 
evaluation, or treatment of any medical, mental or emotional disorder, or drug 
abuse, is usually confidential information that the provider may disclose only 
to authorized people. Family planning information is sensitive, and 
confidentiality must be assured for all recipients.  

Records and information acquired in the administration of the Social Security 
Act are confidential and may be disclosed only under the conditions 
prescribed in the rules and regulations of the U.S. Department of Health and 
Human Services (HHS) or on the express authorization of the Commissioner 
of Social Security. The regulations of HHS regarding the confidentiality of 
records and information apply to both governmental and private agencies 
participating in the administration of the Program; to institutions, facilities, 
agencies, and persons providing services; and to those administrative 
services under an agreement with a provider of services. The rules governing 
release of private information and disclosure of classified information are 
contained in Chapters 20 and 27 of the Alabama Medicaid Agency 
Administrative Code, which is available to all Alabama Medicaid providers. 

Information furnished specifically for purposes of establishing a claim under 
the Medicaid Program is subject to these rules. Such information includes the 
individual’s Medical Assistance (Medicaid Title XIX) Identification (ID) 
Number, facts relating to entitlement to Medicaid benefits, other medical 
information obtained from state of Alabama agencies or the Medicaid Fiscal 
Agent, EDS. 

7.1.4 Compliance with Federal Legislation 
Participating providers of services under the Medicaid Program must comply 
with the requirements of Titles VI and VII of the Civil Rights Act of 1964, 
Section 504 of the Rehabilitation Act of 1973, the Age Discrimination Act of 
1975, and the Americans with Disabilities Act of 1990. 

Under the provisions of these Acts, a participating provider or vendor of 
services receiving federal funds is prohibited from making a distinction based 
on race, color, sex, creed, handicap, national origin, or age. 

Once accepted, recipients must have access to all portions of the facility and 
to all services without discrimination. Recipients may not be segregated within 
any portion of the facility, provided a different quality of service, or restricted in 
privileges because of race, color, sex, creed, national origin, age, or 
handicap. 

Medicaid is responsible for investigating complaints of noncompliance. Send 
written complaints of noncompliance to the following address: 

Alabama Medicaid Agency Commissioner 
501 Dexter Avenue 

P. O. Box 5624 
Montgomery, AL 36103-5624 
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7.1.5 Utilization Control – General Provisions 
Title XIX of the Social Security Act, Sections 1902 and 1903, mandates 
utilization control of all Medicaid services under regulations found at Title 42, 
Code of Federal Regulations, Part 456. Utilization review activities required by 
the Medicaid program are completed through a series of monitoring systems 
developed to ensure services are necessary and in the appropriate quality 
and quantity. Both recipients and providers are subject to utilization review 
monitoring. 

Utilization control procedures safeguard against unnecessary care and 
services (both under and over utilization), monitor quality, and ensure 
payments are appropriate according to the payment standards defined by the 
Alabama Medicaid Agency. Most monitoring is performed using two systems: 
the Surveillance and Utilization Review (SUR) system, and the Codman 
Pandora Managed Care Information System (MCIS) product. However, 
utilization review may also involve an examination of particular claims or 
services not within the normal screening when a specific review is requested 
by the Alabama Medicaid Agency or any related state or federal agency. 

All providers identified as a result of provider review are made available to the 
Provider Review Department of the Alabama Medicaid Agency. 

The primary goal of utilization review is to identify providers with practice 
patterns inconsistent with the federal requirements and the Alabama Medicaid 
Program scope of benefits. This review relies on a number of parameters 
including comparison of resource utilization with that of the provider’s peer 
group. 

The principal approach to resolution of inappropriate use is education of the 
provider. The education may include a provider representative visit or letter to 
assist with the technical aspects of the program, and (or) a physician 
education visit or letter to explain program guidelines relative to medical 
necessity, intensity of service, and the appropriateness of the service.  

Depending on the intensity of the identified problem, the letter or visit may 
result in a review of claims before payment. This is indicated on the provider 
records maintained by EDS, and may refer to claims for similar services, or all 
claims submitted by a particular provider. All claims that match the review 
criteria determined by Medicaid will suspend for manual review. As part of the 
review process, providers may be required to submit supporting 
documentation (for example, the medical record extract) for billed services. 
The documentation is used to ascertain the medical necessity for the services 
rendered. 

7.1.6 Provider Certification 
The Medicaid Program is funded by both the state and the federal 
government. Therefore, the providers of medical services are required to 
certify compliance with, or agreement to, various provisions of both state and 
federal laws and regulations. The agreements required by the Medicaid 
Program are explained in the following paragraphs: 

Payment for services is made on behalf of recipients to the provider of service 
in accordance with the limitations and procedures of each program. 
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Medicaid payment can never be made directly to recipients. 

By submitting Medicaid claims, the provider agrees to abide by policies and 
procedures of the Program as reflected by the information and instructions in 
the Alabama Medicaid Agency Administrative Code. The provider also agrees 
to the following certification statement: "This is to certify that the foregoing 
information is true, accurate, and complete. I understand that payment of this 
claim will be from Federal and State funds, and that any falsification or 
concealment of a material fact may be prosecuted under Federal and State 
laws." The requirements for this certification may be found in 42 Code of 
Federal Regulations §447.15. 

Services must be reasonable and medically necessary. 

Medicaid is continuously evaluating and updating medical necessity for claims 
payment. In an effort to ensure accurate coding and payment of claims, 
diagnosis/procedure code criteria is applied. The correct use of a CPT or ICD-
9 code alone does not guarantee coverage of a service. All services must be 
reasonable and necessary in the specific case and must meet the criteria of 
specific governing policies. Medical record documentation must support 
coding utilized in claim and/or prior authorization submission. 

7.1.7 Billing Recipients 
When the provider of medical care and services files a claim with the 
Medicaid Program, the provider must agree to accept assignment. By 
accepting assignment, the provider agrees to accept the Medicaid 
reimbursement, plus any cost-sharing amount to be paid by the recipient, as 
payment in full for those services covered under the Medicaid Program. The 
Medicaid recipient, or others on his behalf, must not be billed for the amount 
above that which is paid on allowed services.  

NOTE: 

Recipients may not be billed for claims rejected due to provider-
correctable errors or failure to submit claims in a timely manner. 

The recipient may be billed for services that are non-covered and for which 
Medicaid will not make any payment. Services that exceed the set limitation 
(for example, physician visits, hospital visits, or eyeglasses limit) are 
considered non-covered services. Providers are requested to confer with and 
inform recipients prior to the provision of services about their responsibilities 
for payment of services not covered by the Medicaid program. The 
requirements for payment can be found in 42 Code of Federal Regulations 
§455.18. 

Recipients under 21 may qualify for additional Medicaid covered services 
beyond the yearly benefit limit. If treatment is deemed medically necessary to 
correct or improve conditions identified through the EPSDT screening 
process, these services will not be considered in the normal benefit 
limitations. 

 April 2007 7-5 



 
Understanding Your Rights and Responsibilities as a Provider  

7.2 Provider Rights 
This section describes the fair hearings process, informal conferences, 
appeals, and EDS and Alabama Medicaid Agency responsibilities towards 
providers participating in the Alabama Medicaid Program. 

Providers have freedom of choice to accept or deny Medicaid assignment for 
medically necessary services rendered during a particular visit. This is true for 
new or established recipients.  

The provider (or their staff) must advise each recipient when Medicaid 
payment will not be accepted prior to services being rendered, and the 
recipient must be notified of responsibility for the bill. The fact that Medicaid 
payment will not be accepted must be recorded in the recipient’s medical 
record. 

7.2.1 Administrative Review and Fair Hearings 
Title XIX Medical Assistance State Plan for Alabama Medicaid provides that 
the Office of the Governor will be responsible for fulfillment of hearing 
provisions for all matters pertaining to the Medical Assistance Program under 
Title XIX. Agency regulations provide an opportunity for a hearing to providers 
aggrieved by an agency action. 

For policy provisions regarding fair hearings, please refer to Chapter 3 of the 
Alabama Medicaid Agency Administrative Code. 

When a denial of payment is received for an outdated claim, the provider may 
request an administrative review of the claim. A request for administrative 
review must be received by the Medicaid Agency within 60 days of the 
time the claim became outdated. In addition to a clean claim, the provider 
should send all relevant EOPs and previous correspondence with EDS or the 
Agency in order to demonstrate a good faith effort at submitting a timely 
claim. This information will be reviewed and a written reply will be sent to the 
provider.  

In the case that the administrative review results in a denial of a timely 
request, the provider has the option to request a fair hearing. This written 
request must be received within 60 days of the administrative review denial.  

In some cases, providers should not send requests for fair hearing for denied 
claims. An administrative review denial is the final administrative remedy for 
the following reasons: 

• Recipient has exceeded yearly benefit limits. 

• Recipient was not eligible for dates of service. 

• Claim was received by the Agency more than 60 days after the claim 
became outdated. 

Send requests for Administrative Review to the following address, care of the 
specific program area: 

Administrative Review 
Alabama Medicaid Agency 

501 Dexter Avenue 
P.O. Box 5624 

Montgomery, AL 36103-5624 
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Include the program area in the address (for instance, write “Attn: System 
Support”). 

NOTE: 

If all administrative remedies have been exhausted and the claim denies, 
the provider cannot collect from either the recipient or his/her sponsor or 
family. 

If the Administrative Review does not result in a favorable decision, the 
provider may request an informal conference before proceeding to a Fair 
Hearing 

7.2.2 Informal Conferences 
A provider who disagrees with the findings of a utilization review may request 
an informal conference. Providers must make the request in writing to the 
Alabama Medicaid Agency at the above address. The informal conference is 
the intermediate step between the Administrative Review and the Fair 
Hearing process. 

7.2.3 EDS’ Responsibilities 
The Alabama Medicaid Agency contracts with a fiscal agent to process and 
pay all claims submitted by providers of medical care, services, and 
equipment authorized under the Alabama Title XIX State Plan. The present 
fiscal agent contract is with EDS, P.O. Box 244032, Montgomery, Alabama 
36124-4032. Their toll free telephone number is 1(800) 688-7989. 

EDS provides current detailed claims processing procedures in a manual 
format for all claim types covered by Medicaid services. EDS prepares and 
distributes the Alabama Medicaid Agency Provider Manual to providers of 
Medicaid services. This manual is for guidance of providers in filing and 
preparing claims. 

Providers with questions about claims should contact EDS. Only unsolved 
problems or provider dissatisfaction with the response of EDS should be 
directed to Alabama Medicaid Agency, 501 Dexter Avenue, Montgomery, 
Alabama 36104, or by calling (334) 242-5000. 

7.2.4 Alabama Medicaid Agency’s Responsibilities 
The Alabama Medicaid Agency is responsible for mandating and enforcing 
Medicaid policy for the Alabama Medicaid Program. 

7.3 Medicare/Medicaid Fraud and Abuse Policy 
The Program Integrity Division is responsible for planning, developing, and 
directing Agency efforts to identify, prevent, and prosecute fraud, abuse 
and/or misuse in the Medicaid Program. This includes verifying that medical 
services are appropriate and rendered as billed, that services are provided by 
qualified providers to eligible recipients, that payments for those services are 
correct, and that all funds identified for collection are pursued. 
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Federal regulations require the State Plan for Medical Assistance to provide 
for the establishment and implementation of a statewide surveillance and 
utilization control program that safeguards against unnecessary or 
inappropriate utilization of care and services and excess payments. The 
Alabama Medicaid Agency has designated the Program Integrity Division 
through its Provider Review, Recipient Review, and Investigations Units to 
perform this function. These units are responsible for detecting fraud and 
abuse within the Medicaid Program through reviewing paid claims history and 
conducting field reviews and investigations to determine provider/recipient 
abuse, deliberate misuse, and suspicion of fraud. In addition, these units are 
utilized to aid in program management and system improvement. 

Cases of suspected recipient fraud are referred to local law enforcement 
authorities for prosecution upon completion of investigation. Cases of 
suspected provider fraud and patient abuse are referred to the Medicaid 
Fraud Control Unit in the Alabama Attorney General's Office. This office was 
established under Public Law 95-142 and Health and Human Services 
guidelines to investigate, for possible prosecution, alleged provider fraud and 
patient abuse in the Medicaid Program. The requirements can be found in 42 
Code of Federal Regulations Part 455, Program Integrity: Medicaid. 

7.4 Appeals 
If eligibility of a provider has been terminated because of a criminal conviction 
for Medicaid fraud or abuse, or because of loss of required licensure, then no 
fair hearing need be given. A certified copy of the judgement of conviction or 
of the decision to revoke or suspend a provider's license shall be conclusive 
proof of ineligibility for further participation in the Medicaid Program. The 
pending status of an appeal for any such conviction or license revocation or 
suspension shall not abate the termination of Medicaid eligibility. If a 
conviction, license revocation, or suspension is reversed on appeal, the 
recipient or provider may apply for reinstatement to the Medicaid program. 
However, Medicaid will examine the reasons for the reversal and 
reinstatement will be at the sole discretion of the Commissioner. 

7.5 Refunds 
Medicaid Refunds 

If you receive payment for a recipient who is not your patient, or are paid 
more than once for the same service, please complete the Check Refund 
form. Refer to Section 5.8, Refunds, for instructions on completing the form. 
Appendix E, Medicaid Forms, contains a sample of the form. 

Medicaid Adjustments 

If you wish to have an overpayment deducted from a future remittance, do not 
attach a check. Instead, state that you wish to have funds deducted from a 
future remittance. If you require an adjustment on a fully or partially paid 
claim, please use one of the following methods: 

• Complete the Alabama Medicaid Adjustment form as described in Section 
5.8, Adjustments. 

• Complete an online adjustment using Provider Electronic Solutions 
software or approved vendor software as described in Section 5.8, 
Adjustments. 
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NOTE: 

For large numbers of adjustments, please contact the Provider Assistance 
Center at 1(800) 688-7989. 

All third party payments must be applied toward services for which payment 
was made. These payments may not be applied against other unpaid 
accounts. 

If providers receive duplicate payments from a third party and Medicaid, all 
duplicate third party payments must be refunded within 60 days by: 

• Sending a refund of insurance payment to the Third Party Division, 
Medicaid 

• Requesting an adjustment of Medicaid payment (a copy of the request 
must be sent to the Third Party Division, Medicaid). 

If the provider releases medical records and/or information pertaining to a 
claim paid by Medicaid and, as a result of the release of that information, a 
third party makes payment to a source other than the provider or Medicaid, 
the provider is responsible for reimbursing Medicaid for its payment. 
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